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Assessment of Health-Related Needs After Tsunami and Earthquake — 
Three Districts, Aceh Province, Indonesia, July-August 2005 


On December 26, 2004, an earthquake measuring 9.2 on 


the Richter scale off the northwest coast of the island of 


Sumatra, Indonesia, produced a tsunami that caused the deaths 
of an estimated 230,000 persons in India, Indonesia, the 
Maldives, Somalia, Sri Lanka, and Thailand (/). The major 
ity of casualties were in Aceh Province (population 4.5 mil 
lion) in northern Sumatra, Indonesia, where an estimated 
130,000 persons died. In addition, 500,000 persons were dis- 
placed from their homes, and 37,000 remain unaccounted 
for in the province. In the Aceh Province districts of Banda 


\ceh and Aceh Besar, an estimated 90,000 persons died (2); 


approximately 75% of health workers in Banda Aceh either 


died or were displaced from their homes (3). On March 28, 
2005, a second major earthquake, measuring 8.7 on the Rich- 
ter scale, caused large-scale damage to the islands of Simeulue 
and Nias off the western Sumatra coast; approximately 300 
persons died, and thousands were displaced (4). The interna 
tional community responded to these events with the largest 
relief measures ever undertaken for a natural disaster (5). To 
determine the health and nutrition status of the affected popu- 
lations and to evaluate the effectiveness of relief interventions 
7 months after the tsunami and 3 months after the second 
earthquake, Cooperative for Assistance and Relief Everywhere, 
Inc. (CARE) International Indonesia and CDC conducted 
surveys in three districts of Aceh Province (Aceh Besar, Banda 
Aceh, and Simeulue) (Figure). This report summarizes the 
results of those surveys, which identified routine vaccinations 
and provision of toilets or latrines as particular areas for 
improvement and revealed no significant difference in health 
indicators between internally displaced persons (IDPs) and 
nondisplaced populations. The relief response in Aceh Prov- 
ince should target areas needing improvement with programs 
that serve both IDPs and nondisplaced persons, as measures 


are implemented to rebuild the public health infrastructure. 


FIGURE. Three surveyed districts affected by tsunami and/or 
earthquake — Aceh Province, Indonesia, July-August 2005 
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* Approximate epicenter of December 26, 2004, earthquake (magnitude 9.2) 
, that produced a tsunami 
Approximate epicenter of March 28, 2005, earthquake (magnitude 8.7) 


Three separate, two-stage, random-cluster surveys (6) were 
conducted during July-August 2005 among households in 


the three districts. Both Aceh Besar (estimated 2005 
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TABLE 1. Selected characteristics of households affected by tsunami* and/or earthquake,t by district — Aceh Province, Indonesia, 


July-August 2005 

















Aceh Besar Banda Aceh Simeulue 
Characteristic % (95% CIs) % (95% Cl) % (95% Cl) 

Housing n = 860 n = 887 n = 903 
Partial or nplete dar 17 35 61.8 (47.3-74.5) 82.3 (76.3-87.1) 
5.8 8.7-26.9) 32.3 (22.9-43.5) 

Assistance received 

F { as 50.4-72.¢ 90.4 (86.0—93.6) 
M : 4 34 6-57 ( 970 (94 2-98 5) 

Materials received‘ n = 361 n = 492 n= 741 
Building mat 1 0.6-13.8 2.3 (1.3-4.1) 
} 3} 82.5 (74.3-88.5) 





TABLE 2. Health interventions, health indicators, and environmental health factors among populations affected by tsunami* and/or 
earthquake,' by district — Aceh Province, Indonesia, July-August 2005 














Aceh Besar Banda Aceh Simeulue 
Nondisplaced Nondisplaced Nondisplaced 
IDPs IDPs persons IDPs persons 
Category % (95% Ci") (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 
Health interventions 
(children aged 12-59 mos) n = 67 n=39 n = 263 n = 183 n= 316 
as 19 66 4 519(43. 9-599 53.3 (46.2-60.3 
1 f f 5.4 0.8) 
( , A( 66.0 
f f 1 }) 61.1 3 3-—6R 
Health indicators 
(children aged 6-59 mos) n=72 n=39 n= 192 n= 176 n=315 
R ‘ ‘ 6 (12.1 16.5 (12.1 4 
} 0.8—-4 
) O_¢ f 4 
Environmental health factors 
(households) n= 193 n= 140 n = 679 n = 292 n = 607 
) 1¢ 2 ) Rg 
] ) ) ) 14 49 Ff 
19 ) 19 18.5 (96.7-—99.3) 


(29.9—58.4) 
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8% among nondisplaced children in Banda Aceh to 17.6% 
mong IDPs in Simeulue. Severe acute malnutrition (SAM) 
was highest in Simeulue (3.4% among IDPs and 1.9% among 
nondisplaced children) (Table 2). GAM was not significantly 
higher among IDPs in the three districts, and no association 
was observed between food aid distribution and GAM. 

\ measles vaccination campaign targeted all children aged 
6 months—15 years. Among eligible children aged 12-59 

ynths, the percentage receiving measles vaccination ranged 
from 37.3% of IDPs in Aceh Besar to 58.2% of nondisplaced 

children in Banda Aceh (Table 2). Among children in this age 
group, the key point of contact for Indonesian public health 
services, including routine vaccination, is a monthly growth- 
monitoring service called the Posyandu. Approximately half 
of all children surveyed in this age group had been evaluated 
by the Posyandu during the preceding 3 months. 

In the three districts, mild or moderate anemia among chil 
iren aged 6—59 months ranged trom 31.8% to 64.5% 

lable 2). The prevalence of anemia among IDPs did not dif- 
fer significantly from that of nondisplaced children. Soil 
transmitted helminth infections, primarily ascariasis and 
trichuriasis, were common among children in Aceh Besar and 


Simeulue, where approximately 75% of school-aged children 


nd half of children aged 6-59 months were infected. Preva 

of helminth infection was significantly lower (p<0.05 

ng children in Banda Aceh than among children in the 

two districts 

early 80% of displaced households in urban Banda Aceh 

Aceh Besar had access to a protected source of drinking 

i.c., bottled, municipal tap, tanker-delivered, or deep 

By contrast, in Simeulue, a rural district that is 

ind more isolated, 18% had access to a protected 

source, with most families collecting water from shal 

wells or surface-water sources. Access to a protected watet 
vas signific untly higher p<0.05 among IDPs (76 

mong nondisplaced persons (30.5%) in Aceh Besar 


) ( Yverall, boiling ol drinking Water Was reported by 


of households, regardless of the water source. However, 


of samples of stored drinking water (21.3% in Banda 
+5.7% in Aceh Besar, and 52.5° 
ve for Escherichi. 


nd storage practices. Among households in Aceh Besar and 


» in Simeulue) tested 
suggesting poor water handling 
Banda Aceh, respectivel ind 98% had access to toilets 
or latrines. However, in Simeulue, access to toilets or latrines 
remained limited (45.5% among IDP households and 60.1° 
umong nondisplaced households). 

\pproximately 93% of households in Simeulue used bed 
ts as protection from mosquitoes, compared with approxi 
nately 36% of households in urban Banda Aceh (Table 2). In 


) 


sesar, use of bed nets was significantly higher (p<0.05) 


among IDP households (80.8%) than among nondisplaced 
households (52.2%). Indoor residual spraying for mosquitoes 
also was higher among IDP households (65.3%) in Simeulue 
but lower among IDP households (13.2%) in Banda Aceh. 
Reported by: F W idyastuti, MD, G Silaen, MD, A Pricesca, MD, 
A Handoko, CARE International, Indonesia. C Blanton, MS, 
I Handzel, PhD, M Brennan, MD, Div of Emergency and 
Ent ironmental Health Sc 1€71C@S, National ( €71t@) fo? Environme ntal 
Health; O Mach, MD, EIS Officer, CDC. 

Editorial Note: Before the December 2004 tsunami, Aceh 
Province was isolated by ongoing civil conflict. After the tsu- 
nami, unprecedented measures by local and international agen- 
cies were taken to provide temporary shelter, food, and 
drinking water. An early warning disease surveillance system 
was implemented, and a mass measles vaccination campaign, 
together with administration of vitamin A, was initiated as a 
collaborative program of the Indonesian government, World 
Health Organization (WHO), UNICEF, and other nongov- 
ernmental organizations (8). No large disease outbreaks were 
reported during the relief period, and mortality from disease 
was low. 

[he surveys and measurements described in this report, 
conducted 7 months after the tsunami and 3 months after the 
second earthquake, observed levels of malnutrition similar to 
those identified by earlier surveys conducted in the same dis 
tricts during February-March 2005 (UNICEF, unpublished 
data, 2005), suggesting food conditions were stable. Malnu 
trition levels were below the WHO emergency threshold for 
GAM of 15% (7) in Banda Aceh and Aceh Besar but were 
elevated in Simeulue. However, this finding might reflect high 
rates ot malnutrition in Simeulue betore the earthquake. lhe 
results also indicate that food and drinking water were pro 
vided to the majority ot the population, although Improve 
ments to prevent contamination of! drinking Water were 
needed. 


Despite these successes, substantial gaps in the relief 
I gat I 


gram remained. Both measles 


vaccination coverage and 


were low. Access to Dasic 


micronutrient supplement coverage 


sanitation was deficient in rural areas such as Simeulue. One 


halt ol children aged <5 years were anemic. Nearly one halt ol 


; / ; bn alas 
preschool children and three fourths of school-aged children 


were infected with soil-transmitted helminths in Aceh Besar 
and Simeulue. In general, health indicators were similar among 
[IDPs and nondisplaced populations, warranting relief strat 
gies that provide assistance to both populations in Acel 
Province. 


Aceh Province 


| nutrition interven 


Data from these and other survey 
being used to plan longer-term health 


tions. In Simeulue, for example 
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nongovernmental organizations are strengthening the growth- 


monitoring system. This will improve vaccination coverage, 
micronutrient supplementation, and access to feeding pro- 


grams for malnourished children. 


Measles and 
deworming campaigns will be conducted in Aceh Province. 
hese and other programs, such as construction of water and 
sanitation infrastructure, will benefit both IDPs and 
nondisplaced populations. 

lhe findings in this report are subject to at least two limita- 
tions. First, results from the three districts might not be repre- 
sentative of all areas of Aceh Province affected by the tsunami 
and second earthquake. Second, because only limited data were 
available regarding the health and nutrition status of the popu 
lations in these districts before the tsunami, determining to 
what extent the findings on health indicators reflect underly 
ing conditions or the effects of the disaster and subsequent 
displacement was not possible. 

With improved access to formerly isolated areas of Aceh 

j 


and recovery 


resources made available, expectations 


| * ‘ 
r the humanitarian response are high. In addition to rebuild 


1 : 1 1 1 1 } 
ig homes, an opportunity exists to rebuild the public health 
infrastructure in the province. Monitoring health and nutri 
] 


tion indicators can continue to ensure that standards for reliet 


measures al met Dy international agencies and nongovern 
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Imported Vaccine-Associated 
Paralytic Poliomyelitis — 
United States, 2005 


Paralytic poliomyelitis is rare in the United States because 
of the success of universal childhood immunization and the 
Global Polio Eradication Initiative. Poliovirus vaccine was 
introduced in the 1950s. Since then, the United States has 


eliminated indigenous wild poliovirus transmission, controlled 


imported wild poliovirus cases, and, through a vaccine policy 


change (i.e., from live, attenuated oral polio vaccine [OPV] 
to inactivated polio vaccine [IPV]), eliminated vaccine- 
associated paralytic polio (VAPP) cases. The most recent VAPP 
case occurred in 1999 (/). The primary risk for paralytic 
polio for U.S. residents is through travel to countries where 
polio remains endemic or where polio outbreaks are occur- 
ring. This report describes the first known occurrence of 
imported VAPP in an unvaccinated U.S. adult who traveled 
abroad, where she likely was exposed through contact with an 
infant recently vaccinated with OPV. This case highlights the 
previously unrecognized risk for paralytic polio among 
unvaccinated persons exposed to OPV during travel abroad. 
In March 2005, an Arizona woman aged 22 years contracted 
paralytic polio while traveling in Central and South America. 
She arrived in Costa Rica on January 14, 2005, to participate 
in a university-sponsored study-abroad program. During her 
stay with a local family, she visited several tourist locations 
along the Pacific coast in Costa Rica, Panama, Nicaragua, and 
Guatemala. Her last trip before onset of illness was to an 
island territory of Colombia during February 25-28. On 
March 2, after she returned to the host family’s home, she had 
fever and general malaise. During the next 24 hours, her symp 
toms worsened, and she began to have headache and neck 
and back pain. On March 6, she experienced acute leg weak 
ness and was hospitalized locally and soon transferred to a 
hospital in San Jose, Costa Rica. On March 9, she was trans- 
ported by air to Phoenix, Arizona, for further evaluation. 
Upon admission to a hospital in Phoenix, the patient had 
bilateral areflexic lower extremity weakness and respiratory 
failure requiring intubation. ¢ erebrospinal fluid (CSF) stud- 
ies on March 9 revealed lymphocytic pleocytosis, elevated pro- 
tein (89 mg/dL), and normal glucose levels (53 mg dL). The 
patient was initially treated for an acute peripheral demyeli- 
nating process, such as Guillain-Barre Sy ndrome (GBS), with 
corticosteroids and plasmapheresis. Electrodiagnostic studies, 
however, displayed reduced compound muscle action poten- 
tials, normal sensory nerve action potentials, and widespread 


denervation, consistent with a severe, asymmetric process 
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interior horn cells or motor axons. Magnetic reso and her presumed contacts with the infant are within the 


expected ranges for contact VAPP cases (4-75 days and 
30 days, respectively) (3). The poliovirus antibody titers, uni 
O1C results for untibod 


lies spe formly high on both acute and convalescent serum specimens, 


al and thoracic spine demonstrated 


interior cord, indicat 


Stool ire inconclusive. However, the isolation of Sabin-strain 
polioviruses types 2 and 3 from a stool specimen and absence 
of isolation o1 | 


serologic evidence for infection with 


anotne! 
ss ghd e 
went known to cause polio-like symptoms (e.g., West Nile 


virus or enterovirus 71) is consistent with VAPP (2). A panel 


of polio experts con\ ened by CDC confirmed this case to be 


| | ] ] | ] 
yaralytic polio on the basis of standard clinical evic 


lence, and 

he case was classified as imported VAPP with onset of illness 
ithin 30 days betore entry in the United States, in accor 
lance with CD¢ protoco 
ses of paralytic polio in the United States 
suse of the suc« hildhood immunization 
tion Initiative. In the 
LIVTIC polio C 1used 
iruses occurred in 


arly 1960s 


Re po! tc d by: 


ene Ls] 
1g C | ) ¢ Vv phiuosopnl 
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In September 
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that uses OP\ 
children in two other 
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Phe Global Polio Eradication Initiative has successfully 
reduced the burden of paralytic polio globally and the threat 
of imported polio in the United States. In 1988, when the 
initiative began, 125 countries reported cases of paralytic 
polio (8). At the end of 2004, six countries had endemic polio 
\fghanistan Egypt, India, Niger, Nigeria, and Pakistan) and 
transmission had been reestablished in six countries (Burkina 
Faso, Central African Republic, Chad, Cote d'Ivoire, Mali, 
and Sudan) (8). The Americas were certified polio free in 1994, 
with the most recent reported case occurring in Peru in 1991 (9). 

For protection against polio, all infants and children in the 
United States, regardless of travel status, should receive 4 doses 
of IPV at ages 2, 4, and 6-18 months and 4-6 years (4). If 
accelerated protection is needed, the minimum interval 
between doses is 4 weeks, although the preferred interval 
between the second and third dose is 2 months. The mini- 


mum age for IPV administration is 6 weeks. Infants and chil 


dren who have begun receiving the poliovirus vaccination series 
with 1 or more doses of OPV should receive IPV to complete 
the series (4 

Because of the minimal risk for exposure to polioviruses 
and because most adults are immune as a result of vaccination 
during childhood, routine poliovirus vaccination of adults (i.e., 
persons aged >18 years) residing in the United States is rec 
ommended only for certain adult groups who are at increased 
risk for exposure to polioviruses (4 


here polio is still epidemic or endemic and who are 


\dults who are traveling 
to areas W 
unvaccinated, incompletely vaccinated, or whose vaccination 
lwo doses ot IP\ 
should be administered at intervals of 4—8 weeks; a third dose 


1 be administered 6-12 


status is unknown should receive IP\ t 
shoul« months after the second. If 
3 doses of IPV cannot be administered within the recom 
mended intervals before protection is needed, the following 
iltcernatives are recommended: 
¢ If more than 8 weeks are available before protection is 
needed, 3 doses of IPV should be administered at least 
apart. 
e If fewer than 8 weeks but more than 4 weeks are available 
before protection is needed, 2 doses of IPV should be 


t 


administered at least 4 weeks apart 
e If fewer than 4 weeks are available before protection is 
needed, a single dose of IPV is recommended (4 
\dults who are traveling to areas where polio cases are 
occurring and who have received a primary series with either 
IPV or OPV should receive another dose of IPV before 
departure. According to available data, adults do not need 
more than a single lifetime booster dose with IPV (4 


In 2004, approximately 25 million U.S. residents traveled 


ibroad to OPV-using countries in Central and South America, 


Asia, Africa, and Europe (/0). Before the case described in 
this report, the risk for VAPP in an unvaccinated traveler to 
an OPV-using country with no wild poliovirus transmission 
was considered negligible. However, this case indicates that 


the risk for VAPP, although low, is not zero. Overall, the risk 


for paralytic disease in a traveler is much greater in a polio- 


endemic country or outbreak country (e.g., Nigeria) than in 
an OPV-using country that is free from wild poliovirus, 
although this increase in risk is difficult to quantify. 

Polio among travelers is preventable. Travelers to countries 
where polio is endemic or where outbreaks are occurring should 
be made aware of the risk for acquiring paralytic polio in those 
countries and he vaccinated in accordance with current rec- 
ommendations (4). Health-care providers assessing vaccine 
needs for unvaccinated adults traveling to countries that use 
OPV should be aware of the risk that OPV might pose to 
such travelers and should consider offering them polio vacci- 
nation. At least 4—6 weeks before departure, international trav- 
elers should contact travel medicine providers to obtain 
vaccinations and prophylactic medications. Providers should 
assess the need for itinerary-specific vaccines and ensure that 
travelers are up to date on all routine vaccinations, including 
polio vaccination. Information on vaccination requirements 


for international travelers is available from the CDC publica- 
tion, Health Information for International Travel, 2005—2006 
(hetp://www.cdc.gov/travel/yb/index.htm). 
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Childhood Influenza Vaccination 
Coverage — United States, 2003-04 
Influenza Season 


; Sa : 
ildren aged <2 years are at increased risk for influenza 
Beginning in 2002, the Advi 


ited hospitalizations 


(LCommiuttec on Immunization Pr ictices \¢ IP 


lL] 
{ 


j ] 
yuraged that, when feasib 


! ] ‘>? 
e, children aged 6—23 months 


schold cont ts and « 


adjust for households having multiple telephone lines, unit 
nonresponse, nonassessment of households without tele 
phones, and known population control estimates. 


In the 2004 NIS, the overall response rate for eligible house- 


holds was 67.4%, and 13,881 children (unweighted sample 


size) met the age criteria for this assessment. Of these, 17.5° 


95% confidence interval [CI] = 16.5—18.7) received 1 or more 


doses of influenza vaccine, and 8.4% (CI 9.3) were 
fully vaccinated (Table). In comparison, coverage estimates 
for the 2002—03 season were 7.4% (CI = 6.7-8.1) for 1 o1 
vaccine and 4.4% (CI ).9—4.9) for 


fully vaccinated (5). Substantial variability in influenza vacci 


more doses of influenza 


nation coverage was observed among states and selected 

urban areas (Table). Percentages of children receiving | or more 
ses of influenza vaccine ra ged from 5. 2.8 

in Miami-Dade County, Florida, to 4 

Rhode Island. 
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TABLE. Influenza vaccination coverage levels among children aged 6-23 months,* by state and selected urban area — 
National Immunization Survey, United States, September—-December 2003 





1 or more 
doses of 
influenza Fully 


State/ vaccine vaccinated' 


Unweighted 





Urban area sample (95% Cl) % (95% Cl) 


1 or more 
doses of 
influenza Fully 
vaccine vaccinated 
(95% Cl) % (95% Cl) 


State/ 
Urban area 


Unweighted 
sample 








Alabama 327 


Jefferson County 171 


(11.6-23.5) (3.4—10.8) 
(13.4-29.5) (4.1—17.0) 
(10.7-—23 (4.6-—14.5) 
(12.2-21 (4.6—11.1) 
(11.2-23 (3.6-—12.1) 
-17 (1.1-6.0) 


Alaska 1 
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19.4 (4.8—11.5) 
3 
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Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
Newark 
New Mexico 
New York 
New York City 
North Carolina 
North Dakota 
Ohio 
Cuyahoga County 
Franklin County 
Oklahoma 
Oregon 
Pennsylvania 


(5.2-16.0) 5.7 (2.6—12.0) 
(7.0-20.6) 6.0 (3.2—11.0) 
(18.0-—32.7) (9.7—20.9) 
(4.4-12.7) (1.0—6.0) 
(12.4—26.0) (5.6-—16.0) 
(11.8-26.6) (4.4-—16.1) 
(7.9-18.8) (1.5-6.3) 
(17.3-32.0) (8.4—19.4) 
(13.6-22.7) (6.2—12.4) 
(9.5-20.6) (3.2-9.9) 
(11.0-—23.4) (3.0-—10.3) 
(24.4—40.5) (15.7-31.2) 
(10.6-20.6) (4.8-13.0) 
(13.3-30.7) (3.4-9.5) 
(19.1-—34.8) (6.6—17.8) 
(15.0-28.3) (4.6—11.9) 
(8.9-19.5) (3.8—11.8) 
(20.5-34.6) (8.2-18.9) 
(11.8-24.3) (5.1-15.9) 
(22.2-—37 
(3.3-12.¢ 
(9.0—24 
(4.9-12.2 
(2.1-8.3 
(1.7-7.7 
(5.0—10.7) 
(2.5—8.0) 
(3.8-—11.6) 
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Bexar County 
City of Houston 
Dallas County (16.0—32.1) (4.6—14.6) 
E| Paso County (11.9-26.0) 89 (4.9-15.5) 
Utah 207 19 (14.6-26.5) 84 (5.3-13.2) 
Vermont (21.3-37.4) 16.0 10.4—23.8) 
Virginia 29 (21.1-39.6) 14.7 9.0-23.3) 
Washington 6.7- 10.9 7 15.6) 
King County . 2-< 13.4 21.3) 
West Virginia f (4.5 ) 28 (1.1-6.8) 
Wisconsin 3 22 —28.5) 13.9 (9.6-—19.7) 
Milwaukee County 178 2¢ 4-—30.4 7.8 (4.7—12.5) 
Wyoming 174 ] 82 (5.1-—13.0) 
Total 13,881 3 f ; 8.4 (7.7-9.3) 
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(unweighted). Data represent a subset of children included in the 2004 National Immunization Survey (NIS). Includes only those children who 


were aged 6- 


months during the entire period of September—December 2003 and who had provider-verified immunization records 


Children were considered fully vaccinated if they had 1) received no doses of influenza vaccine before September 1, 2003, but then received 2 doses from 
September 1 through either the date of interview or January 31, 2004, or 2) received 1 or more doses of influenza vaccine before September 1, 2003, and 


then received 1 or more doses during September—December 2003 


Confidence interval 


enables providers to administer free influenza vaccine to chil 
dren who are uninsured or Medicaid insured, American 
Indian or Alaska Native children, and children whose insur 
ance does not pay for vaccine who are vaccinated at a federally 
qualified health center. By addressing economic barriers among 
vulnerable children, this VFC expansion also might have 
contributed to increased vaccination coverage during the 


2003—04 season. 


Che substantial variability in influenza vaccination cover- 
age by state might be attributed to several factors. First, in 
2003-04, influenza vaccination was not yet fully recom- 
mended by ACIP but rather encouraged when feasible, which 
might have resulted in varying degrees of programmatic and 
provider implementation during the second yea: of the 
ACIP encouragement. Second, parental awareness, attitudes, 


and access to influenza vaccination services for their children 
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Update: Influenza Activity — 
United States, January 15-21, 2006 


y January 15—21, 2006," the number of states report 
influenza activity’ decreased to five. Twenty 
regional activity, nine reported local 
reported sporadic activity (Figure 1 
Che percentage of specimens testing positive for influenza 
increased in the United States overall. Since October 2, 2005, 
the largest numbers of specimens testing positive for influ 


have been reported from the Mountain (919 positives) 





FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
January 15-21, 2006 














“Levels of activity are 1) widespread: outbreaks of influenza or increases 
n influenza-like illness (ILI) cases and recent laboratory-confirmed influ- 
enza in at least half the regions of a state; 2) regional: outbreaks of influ- 
enza or increases in ILI cases and recent laboratory-confirmed influenza 
n at least two but less than half the regions of a state: 3) /oca/: outbreaks 
of influenza or increases in IL! cases and recent laboratory-confirmed 
influenza in a single region of a state; 4) sporadic: small numbers of labo- 
ratory-contirmed influenza cases or a single influenza outbreak reported 


ut no increase in cases of ILI: and 5) no activity 


and Pacific (684 positives) regions, accounting for 30.6% and 
22.8%, respectively, of positive tests reported during the 2005 


06 influenza season. The percentage of outpatient visits for 


influenza-like illness (ILI)” increased during the week ending 


January 21 and is above the national baseline.** The percent 
age of deaths attributed to pneumonia and influenza (P&1) 
was below the epidemic threshold for the week ending 


January 21 


Laboratory Surveillance 

During January 15—21, World Health Organization (WHO) 
collaborating laboratories and National Respiratory and 
Enteric Virus Surveillance System (NREVSS) laboratories in 


the United States reported testing 2,2 


83 specimens for influ- 
enza viruses, of which 247 (10.8%) were positive. Of these, 
81 were influenza A (H3N2) viruses, 159 were influenza A 
. ) 
viruses that were not subtyped, and seven were influenza B 


viruses. 





ts for ILI 

standard 
laborator 

regional data precludes 


¢ national Daseline 
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October 2, 2005, WHO and NREVSS laboratories FIGURE 3. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by week — 


} os < } l 
ted 50,685 specimens for influenza viruses, of which 


pet United States, 2003-04, 2004-05, and 2005-06 influenza seasons 


were positive. Of these, 2,904 (96.8%) were 


4 


| \ vil 
’ 904 influenza A viruses 
YY were influenza 


1A (HINI 


P&I Mortality and ILI Surveillance 


LJ) 


Pediatric Deaths and Hospitalizations 


.) .) 


yy ()crob OOS—lanuat ) MD0G. ¢ 1 





OOO and 0.02 pel 10,000, 


?005—January 2006, the 
aq oy 
} NVSN reported no 


1 | 
ted nospita 


IP and NVSN hospitaliza 


I] 


ations 


FIGURE 2. Percentage of deaths attributed to pneumonia and 


influenza (P&l) reported by the 122 Cities Mortality Reporting ° 
System, by week and year — United States, 2002-2006 Human Avian Influenza A (H5N1) 


\ ] | 
No human avian influenz HSN1) virus infection has 


eT oe a, her 201)2 
een identift » the tes. From December 2003 


; ‘ ‘ ; ; 14 : 
rough January 30, 2006 total of 160 laboratory-contirmed 
5 | ‘ 1 
iuenza [ nfecthlons were reported 


numan avian ini to 
WHO trom Cambodia, China, Indonesia, Thailand, Turkey, 
t Nam.**” these 5 (53 were fatal (Table). 1 


one death in ¢ 
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TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World 


Health Organization — worldwide, 2003—2006* 





Cambodia China 


Indonesia 


Thailand Turkey Viet Nam Total 














Year of onset No. Deaths No. Deaths No. 


Deaths 


No. Deaths No. Deaths No. Deaths No. Deaths 





0 0 ) ) 0 
0 0 ) 0 
4 g 5 6 11 


2 


14 


0 3 3 3 3 
0 29 20 46 32 
0 61 19 94 41 
4 0 0 17 9 
+ 93 42 85 


mM NM Oo 


oO 


_ 
c= 





ses and two deaths in Turkey since January 23, 2006. 
, , 

majority of infections appear to have been acquired from 
] ] . 

vith infected poultry No evidence of sustained 


ransmission of HSN1 has been detected, 


I 
1 , 
nstances OF human-to human transmission 


Reference 


Notice to Readers 


National Black HIV/AIDS Awareness Day, 
February 7, 2006 


<th annual National Black HIV/AIDS Awareness Day 
2006. This observance 1S sponsored by a coali- 


nt organizations, with support from 
ittention to the disproportionate impact of 


virus (HI\ 


AIDS) on the black population in 


— 
unodef#iciency 


and acquired immu- 


syndrome 


20,965 (49%) of the esti 


vf aol { . 
2UU04, Dilacks accounted fo! 


d number of AIDS cases diagnosed in the United States, 
h they represented only 12.3° 


of the U.S. population 


HIV/AIDS was also among the top three causes of death 


aged 25—54 vears and among the top four causes 


api ; 
eath tor black women aged 25—54 vears in 2002, the most 


which those data are available (2). HIV/AIDS 


of death for black women aged 95-34 


of AIDS di 1g@noses for blacks was nearly 
imes the rate for whites and three times the rate for 
Hispanics. The rate of AIDS diagnoses for black women was 


,? 1 


} times the rate for white women. The rate of AIDS diag- 
noses tor black men was eight times the rate for white men 
he primary mode of HIV transmission for both men 


nm was sexual contact with men (/ 


Race and ethnicity alone are not risk factors for HIV infec- 
tion. However, blacks are more likely to face certain risk fac- 
tors for HIV infection and barriers to testing and treatment, 
including poverty and limited access to health care and HIV 
prevention education (3—5). Testing, health-care, education, 
and prevention services remain critical to stopping the spread 
of HIV in this community. 

Information about HIV/AIDS and the black community is 
available from CDC at telephone 1-800-CDC-INFO and at 
hetp://www.cdenpin.org and http://www.cdc.gov/hiv/pubs 
facts/afam.htm#5. Information about National Black HIV 
AIDS Awareness Day is available at http://www.blackaidsday.org. 
References 


CDC. HIV/AIDS sur 


Errata: Vol. 55, No. SS-1 


“Prevalence of Four Deve lop- 
Metropoli- 


lance Summary, 
ntal Disabilities Among Children Aged 8 Years 
tan Atlanta Developmental Disabilities Surveillance Program, 
1996 and 2000,” on page 1, in the second column, the sen 
tence beginning on the third line should read, “MADDSP 
continues to estimate the prevalence of these five disorders in 
the metropolitan Atlanta area and serves as a model surveil- 
lance program for 16 other states that conduct disability sur- 
Alabama, Arkansas, California, 


veillance (i.e., \rizona, 
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Florida, Marvland, Missouri/Illinois, New Jersey, addition, in the “TOTAL**” row, “1449**” should read 


; «q . 4 
irolina, Pennsylvania, South Carolina, Utah, West 144°°,” and the corresponding footnote should read, “’’ Does 


. and Wisconsin). not include one child whose race was not indicated.” 


1.1] “* . . “ “co 9d» 
+, in Table 1, the footnote should read, “For On page 6, in Table 4, in the “TOTAL” row, “53°” should 
does not include eight children whose race was 
| 


cated 


000 read “53. and the corresponding footnote should be deleted. 


On page 7, in Table 6, in the “Multiple” row, “2.6.9” should 
page 5, in Table 2, the footnote should read, “Does read “26.9.” 


lude seven children whose race was not indicated.” In 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Births Attended by Midwives — United States, 2003 














In 2003, approximately 8.0% of births were attended by midwives, more than double the 1990 rate 


of 3.9%. In six states (Alaska, Georgia, New Hampshire, New Mexico, Oregon, and Vermont), rates 
were at least twice as high as the national rate 


SOURCE: National Vital Statistics System 


atality File 2003. Available at http://www.cdc.gov/nchsy 
births.htm 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending January 28, 2006 (4th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 (4th Week)* 





Chlamydia Coccidioidomycosis Cryptosporidiosis 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 








United States 


New England 


Mid. Atlantic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 
(4th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 


Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med 





Cum Cum 
Max 2006 2005 





United States 166€ 
New England 


Mid. Atlantic 


Per 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 


(4th Week)* 





Hepatitis (viral, acute), by type 





A B 


Legionellosis 





Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 


Cum Current Previous 52 weeks Cum Cum 





United States | 19 


New England 


Mid. Atlantic 


E.N. Central 


Mountain 


2005 week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 


(4th Week)* 





Lyme disease 





Current Previous 52 weeks Cum 
Reporting area week Med Max 2006 


Malaria 





Current Previous 52 weeks Cum Cum 





United States O° 29 
New England 


+ 


Mid. Atlantic 


yew YorK 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 
(4th Week)’ 





Meningococcal disease, invasive 
Ail serogroups Serogroup unknown Pertussis 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 
Reporting area week Med Max _ 2006 2005 week Med Max 2006 2005 _ _ week Med Max 2006 2005 
United States i ) 1 3 48 1 7 421 ) 57( 1 











IF 


New England 1 1 4 f 49 ) 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


1S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 
(4th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 31 10 1€ 115 496 19 33 y: 144 : _ —— 








4 "04 ‘ae 4 
44 ¢ 54 4 446 


New England 13 13 3 y 4¢ 


MA 


. Atlantic 


. Central 


Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 


(4th Week)’ 





Shiga toxin-producing E. coli (STEC) 


Shigellosis 


Streptococcal disease, invasive, group A 





Current Previous 52 weeks Cum Cum 


Reporting area 


Current Previous 52 weeks 


week Med 


Cum 
2006 


Cum Current Previous 52 weeks Cum Cum 





week Med Max 2006 2005 


United States 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


Max 


448 


2005 week Med Max 2006 2005 


¢ 66 79 24 330 





DO 


NE 


e not 


DSS) 


serogrouped 


Because 


tf 


hardware, NEDSS data from 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 
(4th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary & secondary Varicella (chickenpox) 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 
Reporting area week Med Max _ 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 47 45 yl 17¢ 207 8s 161 211 377 507 3 28 1,774 361 62¢ 








4 
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New England 


Mid. Atlantic 


K f 
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E.N. Central 


W.N. Central 


+ 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 28, 2006, and January 29, 2005 
(4th Week)" 





West Nile virus disease’ 





Neuroinvasive Non-neuroinvasive 








Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
United States 149 4 4 





199 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





ax: Maximum 


National Center for Infectious Diseases (ArboNet Surveillance) 
tem (NEDSS). Because of a technical problem with hardware, NEDSS data from 
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TABLE Ill. Deaths in 122 U.S. cities.* week ending January 28, 2006 (4th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 








P&l' 
Total 


Reporting Area >65 








Reporting Area Ages 


New England 
Boston, MA 
Bridgeport 
Cambridge 


U } 


Mid. Atiantic 
Albany, NY 


Allent 


E.N. Central 
Akron. OH 


ot 


W.N. Central 
m an ip 


Des WV ¢ a 


>65 45-64 | 25-44] 1-24 


113 45 11 





45-64 | 25-44 | 1-24 <1 
S. Atlantic 46 336 369 6 37 5 


Atlanta, GA 118 5¢ 7 


E.S. Central 
Birminghan 


Chattar 


.S. Central 


tin Y, 


Mountain 


Albuquera 





>cCauSe na 
* Because of Hurricane Katrina 


* Total includes unknown ages 


) reporting methods in this Pennsylv ania ¢ 


t 
ty 
‘ 


weekly reporting of deaths has been tempor 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals January 28, 2006, with historical data 
CASES ( 
INCREASE 


Ratio (Log scale)’ 
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